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K 000 INITIAL COMMENTS K 000

 An investigation of Incident Number IN00122301 

was conducted by the Indiana State Department 

of Health.

Survey Date:  01/14/13

Facility Number:  000685

Provider Number:  15G666

AIM Number:  100474600A

Surveyor:  Mark Caraher, Life Safety Code 

Specialist

Voca Corporation of Indiana was found in 

compliance with 42 CFR Subpart 483 Subpart I 

and 460 IAC 9.1.1 in regard to the investigation of 

Incident Number IN00122301 .

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 01/15/13.
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